Progress in proctology!
Inflammatory diseases of the rectum Mr P F Schofield opened this symposium by giving a paper on the diagnosis of inflammatory bowel disease based on an analysis of 200 personal cases. He stressed that although diagnosis was often easy this was by no means always the case; both ischaemia and irradiation damage could mimic Crohn's disease, while intestinal tuberculosis, amoebiasis and salmonella infestation were sometimes misdiagnosed as ulcerative colitis. Contrary to widespread belief, toxic dilatation of the colon is not always caused by ulcerative colitis, for both Crohn's disease and salmonella infestation can also cause this complication.
Mr T G Parks then discussed the pathogenesis and management of spontaneous ischaemic proctocolitis based on a series of 41 patients collected over ten years and also on a series of animal experimental studies. Mr Parks postulated that hypovolaemia is an important factor in the development of ischaemic colitis. In a series of dog experiments simultaneous acute ligation of the superior mesenteric artery and gradual ligation of the inferior mesenteric artery using an ameroid ring failed to produce ischaemia of the colon in normovolaemic, normotensive animals. The addition of hypovolaemia, however, caused classic ischaemic changes even though systemic blood pressure was virtually normal.
Mr Peter Hawley reviewed the recent St Mark's Hospital experience of ileorectal anastomosis in the treatment of 78 patients with ulcerative colitis. He stressed that i1eorectal anastomosis should be used only in elective operations and even then was contraindicated if carcinoma or precarcinomatous changes were present in the bowel. Other contraindications included severe rectal or anal disease, poor sphincter tone and rapid small bowel transit time. I1eorectal anastomosis (not ileosigmoid anastomosis) was essential, although there were differing opinions over the merits of single versus two-layered anastomoses, the advisability of a covering loop ileostomy, devascularization of the stump and postoperative anal dilatation. Postoperative frequency of bowel action in the St Mark's series averaged 3 to 6 times daily but sometimes was excessive even with large doses of codeine phosphate. In 24 of the 78 patients the rectal stump was later excised, mainly because of unacceptable diarrhoea but on three occasions because of the development of carcinoma. In discussion, Dr V Georgoulis pointed out that most Greek patients will not accept an ileostomy and that ileorectal anastomosis was therefore widely performed in Greece, although many surgeons performed a side-to-end technique rather than the end-to-end technique practised in the United Kingdom.
Dr George Triantafilou and Dr Charalambos Giamalakis both spoke regarding the Greek experience of ulcerative colitis and Crohn's disease of the colon. They pointed out that while Crohn's disease presented and behaved in a similar way to the disease in the United Kingdom, ulcerative colitis was extremely rare in rural Greece; and in the towns, where it was more common, it was confined to the rectum in about 90~0 of cases. Treatment was therefore very largely conservative with salazopyrine and topical steroids; operation was infrequently indicated. Both speakers referred to the difficulty in getting general practitioners to arrange early sigmoidoscopy. Cases were often referred late to hospital with the misdiagnosis of haemorrhoids. Mr Henry thompson commented, from the chair, that this problem was not unknown in the United Kingdom, and summed up by stressing the geographical differences in disease and the resulting importance of international meetings.
Haemorrhoids
A lively discussion took place during the symposium on haemorrhoids as the various speakers strongly disagreed with one another over the best form of management of this common complaint. Mr J H C Phillips in opening the symposium pointed out that there is still controversy as to what haemorrhoids really are and that without a full knowledge of pathology rational treatment is difficult. It appears that several alternative treatments are equally good. He preferred injection therapy for early piles and haemorrhoidectomy in more advanced cases. Mr 0 Millar, whilst agreeing that injection therapy was useful for early piles, disagreed with Mr Phillips over the treatment of advanced piles. He felt that the pain and lengthy hospital admission associated with haemorrhoidectomy were unacceptable. He preferred rubber band ligation for prolapsing piles and had had very good results in a personal series of 278 patients.
Mr P F Schofield reviewed a series of 127 patients in which he had used cryosurgery with a nitrous oxide probe, with a 92 0 0 success rate at six months follow up. He believed this to be the treatment of choice while agreeing that cryosurgery was not satisfactory for skin tags. He stressed that technique in cryohaemorrhoidectomy is important; in particular the cryoprobe should be kept high in the anal canal and not allowed to encroach on the lower third of the anal canal or the perianal skin, for if this occurs the patient has postoperative pain and profuse watery discharge.
Mr R V Fiddian said that he had had bad results from cryosurgery and was disenchanted with this treatment. He went on to discuss the management of troublesome pruritus ani so often associated with haemorrhoids and maintained that, in addition to treatment of any underlying piles, bran, bathing and Betnovate cream cured most patients of pruritus ani. Mr R 0 Rosin extolled the virtues of injection therapy in second-degree piles. M r M J Notaras stated that in his experience there was a definite place for lateral subcutaneous internal anal sphincterotomy for the treatment of most patients; this worked on the same principle as manual dilatation of the anus, but was more precise and more suited to the younger age group who had tightness of the internal sphincter muscle; it was especially useful for the relief of symptoms due to strangulated piles. Mr B 0 Hancock then gave a paper reporting an experimental study in humans in which he had demonstrated that the internal anal sphincter pressure was usually high in patients with haemorrhoids and that this high pressure was probably a primary abnormality and not merely secondary to the piles. These results gave a rational basis to the beneficial effect of both lateral subcutaneous internal sphincterotomy practised by Mr Notaras and to manual dilatation of the anus practised by Mr Peter Lord. Mr Lord, from the chair, believed that most symptomatic haemorrhoids were due to an abnormality at sphincter level; but that some cases were the result of prolonged and excessive straining at stool. In a small group with a prolonged toilet time (I (J 20 min) he had found that by allowing only 90 seconds for a bowel action, supplemented by bran and sphincter exercises, the haemorrhoidal symptoms were completely relieved.
In discussion, Dr Harrison Shoulders from Nashville, Tennesce, commented that injection therapy or internal sphincterotomy was hardly used in the USA, although he personally used injections a great deal. Dr K Nikolaides commented on the importance of excluding other rectal lesions before treating haemorrhoids, and went on to describe an operation of proctoplasty which he had found useful for many patients. Several speakers discussed the difficulty of treatment in patients with haemophilia. In conclusion, the chairman asked each panelist in turn how they treated prolapsed strangulated piles. Not surprisingly, there was total disagreement, the suggested treatments ranging from conservative treatment, through manual dilatation of the anus and lateral sphincterotomy, to emergency haemorrhoidectomy.
Carcinoma ofrectum
The panel was chaired by surgeon Dr Nickolas Georgiades and comprised a gastroenterologist, Dr J Christodoulopoulos; a radiotherapist, Dr N Throuvalas; an oncologist, Dr S Tsiliakos; and two surgeons, Dr N Papadimas and Dr E Papandrianos. With regard to the diagnosis of rectal carcinoma the panel were agreed that there was often a regrettable delay before the patient was seen in hospital, due not only to the patient's slowness in reporting to his doctor but also to initial misdiagnosis by thc general practitioner. Greater education of both patient and doctor in the methods of investigation of anorectal symptoms was essential. A routine barium enema examination was considered necessary even in the presence of a palpable neoplasm, so as to exclude a synchronous tumour higher in the bowel.
The surgeons on the panel had no personal experience of preoperative radiotherapy in cancer of the rectum but Dr Throuvalas believed that an unresectable tumour could be rendered resectable by 4000 rads given before operation. From the audience, Dr V Georgoulis said that he had a large experience of preoperative radiotherapy and had found the results to be extremely satisfactory. In his experienee complications did not occur, because a radical dosage of radiotherapy was not given. There was general agreement, however, that there was no place for preoperative chemotherapy.
With regard to preoperative bowel preparation the panel were agreed on the necessity for efficient mechanical emptying of the bowel, although Dr Georgiades pointed out the theoretical possibility of enemas causing proximal tumour cell implantation. There was less agreement over the merits of attempted bowel sterilization by chemotherapy, although Dr Papandrianos believed that metronidazole was the drug of choice for the anaerobes present in the colon.
There was much discussion over the criteria of inoperability, but all were agreed that excision of the primary tumour was highly desirable even if technically difficult or if hepatic or pulmonary metastases were present. Only in this way could the distressing local symptoms be removed. In addition, some of the panel believed that postoperative chemotherapy may be more effective if the main tumour bulk had been excised. However, Dr Tsiliakos stressed that rectal cancer was not very sensitive to chemotherapy. If it were to be given, Dr Tsiliakos believed that triple therapy of 5-FU, vincristine and mitomycin was the preferred combination.
Before asking Mr Aubrey York Mason and Mr
Henry Thompson to comment on the panel discussion, Dr Georgiades asked the panelists for their views on diathermy fulguration and contact radiotherapy in the treatment of rectal cancer. Dr Papandrianos believed that there may be a place for diathermy fulguration of well-differentiated small cancers in the lower one-third of the rectum, but in general the panel were not enthusiastic about this method of treatment or about treatment by contact radiotherapy.
Opening the floor discussion, Mr York Mason stated that delay in diagnosis of rectal carcinoma Was not always the fault of the patient or of the general practitioner. The hospital consultant was sometimes guilty, especially if, after rectal digital examination, sigmoidoscopy had not been carried out properly, and then a false negative barium enema report had been accepted as excluding a growth in the upper third of the rectum. He stressed the need for close collaboration between surgeon, radiologist, pathologist, radiotherapist and oncologist if the best results were to be obtained.
Mr Henry Thompson pointed out that a barium enema is often distressing for the patient, may be uninformative, can precipitate obstruction, and sometimes causes delay in operation. He therefore suggested that this investigation should be used only in selected patients with rectal cancer and should not be ordered in a routine and thoughtless Way. Similarly, he believed that intravenous urography, cystoscopy and urethroscopy should precede laparotomy only in selected patients. With regard to preoperative radiotherapy, Mr Thompson was not convinced that the low dosage traditionally given had any significant effect on the tumour, and such treatment delayed operation by several weeks. For these reasons he was not in favour of this management, but he awaited with interest the results of trials now in progress. Mr Thompson agreed with earlier speakers that it was important to resect the main tumour mass in advanced rectal carcinoma even if it appeared that residual tumour was left behind. In his experience Some such patients were still alive and well five years later, presumably indicating the fallibility of Operative assessment. Finally, Mr Thompson discussed contact radiotherapy and made the observation that, while there was only about a 70% cure rate for Dukes stage A tumours treated in this way, there was almost a lOO/~cure rate after surgical resection..
Invited andfree papers
In addition to the three symposia there were two inVited reviews, nine free papers and two films. Mr York Mason showed the revised version of his film on the treatment of cancer of the rectum by a transsphincteric approach, and Mr Talbot showed his film on ileostomy.
Mr H E Lockhart-Mummery gave a comprehensive review of colonic polyps, outlining the classification, pathology, presentation and treatment. He stressed the malignant potential of adenomatous polyps, the frequency of multiple polyps, the need for high quality double-contrast barium radiology, and the importance of the fibreoptic colonoscope in removing polyps beyond the reach of the sigmoidoscope.
Mr Peter Hawley reviewed the differential diagnosis of rectal bleeding by analysing 440 consecutive new patients presenting to St Mark's Hospital. 311 of these (71°0) were complaining of rectal bleeding. Haemorrhoids accounted for 54%' fissure-in-ano 18%, neoplasms 6.5% and inflammatory bowel disease 5%. He stressed that the diagnosis was made by procto-sigmoidoscopy in over 90°°of cases, and that 10of the 13carcinomas were within reach of the sigmoidoscope. Mr Hawley ended his review by describing his experience of cavernous haemangioma of the rectum, a rare cause of rectal bleeding, and its surgical treatment by colo-anal sleeve anastomosis.
Mr B T Jackson started the free paper session by presenting a personal series of 12 patients with colorectal complications of pelvic radiotherapy. He stressed that the complications of stricture, ulceration, fistula and haemorrhage were potentially serious and that surgical operation, although often essential, could be both difficult and dangerous. He believed that deep pelvic dissection and low rectal anastomosis should be avoided, and that a high rectal anastomosis should be covered by a proximal colostomy as there was a considerable risk of anastomotic leakage.
Mr R V Fiddian then gave details of a double blind trial of metronidazole in the prevention of wound sepsis in colorectal surgery. Patients undergoing.colorectal surgery were randomly allocated to either metronidazole or placebo groups and received treatment with suppositories and oral tablets for 7 days after operation. Wound infections did not develop in any of the 27 patients treated with metronidazole but developed in 11 (58%) of the 19 controls, a highly significant difference. Mr Fiddian therefore believed that metronidazole was the drug of choice in the prevention of wound sepsis in large bowel surgery. Mr A V Pollock, however, reported a trial using a single dose of cephaloridine in combination with other antibiotics as a prophylaxis against wound sepsis in colorectal surgery and showed that traditional antibiotics still had a role to play in reducing wound infection.
Mr REB Tagart presented 5 patients with perianal abscesses that he believed were caused by congenital duplication of the anus, and Mr D Millar presented 3 patients with mucus-secreting neoplasms arising in fistulae-in-ano. The aetiology of this rare condition is uncertain but Mr Millar suggested that the neoplasm might arise in a congenital reduplication of bowel. The treatment is local excision of the fistula and neoplasm but with preservation of the rectum.
Mr N V Addison then gave a paper on pseudoobstruction of the large intestine and reviewed a personal series of20 cases. He stressed that caecostomy could be lifesaving in this condition, and that conservative treatment by the passage of a rectal flatus tube was of little value.
Mr A P Wyatt discussed the possible relation of carcinoma of breast and carcinoma of the large bowel. After reviewing his own experience and surveying the literature he concluded that carcinoma of the breast not infrequently metastasizes to the colon and rectum, and that primary carcinoma of the breast and rectum occur together with increased frequency in certain populations, families and individuals.
Mr R D Rosin then ·described an experimental study of the ionic and urea exchange that occurs during perfusion of an isolated loop of colon in both sheep and in humans, stressing throughout the possible clinical application.
The session ended with Mr M J Notaras giving an illustrated description of his technique of anterior transsphincteric approach to the rectum and discussing the indications and the advantages over the posterior approach described by York Mason.
B T JACKSON

Consultant Surgeon St Thomas' Hospital, London SEI 7EH
Intensive course for general practitioners! There has long been a tradition that a valuable and enjoyable way of keeping up to date for general practitioners is to spend a week of concentrated learning preferably at a 'centre of excellence', often in London and at the well-remembered, seldom-visited (and thus perhaps well-beloved) teaching hospital of days gone by. When Council of the Royal Society of Medicine invited the Section of General Practice to organize such a course, there were many sympathetic vibrations in the hearts and minds of Section Council members, who soon had the organization actively under way in the hands of a small group. Some basic criteria quickly emerged that the attending doctors should be participants in the process, and not merely lecture-fodder; that the topics selected should cover areas of clinical importance in the general practitioner's daily work; that the resources for teaching should be drawn from a wide spectrum and make use of the ability and skills available and developing within the academic units of general practice in London (though not exclusively so); that didactic teaching should be balanced by presentations making use of films and demonstrations; and finally that the opportunity of showing off the club and cultural facilities of the Society should be integrated into the programme.
When the main subjects, which were chosen partly as a function of the known interests and expertise of the sessional chairmen, had been selected, the detailed format and speakers were arranged by negotiation between these chairmen and a link-man from the organizing group. This method worked well, allowing flexibility even up to the final week before the course, and a pleasing diversity of approach in the sessions themselves, which must have helped the participants through a week of very hard work.
The first day had an optimistic theme . rehabilitation, both after cardiac infarction and after strokes. The meeting heard from St Charles' Hospital, London, of the formal programme which they run for CI victims; discussion centred on the problems of keeping the general practitioners involved within the rehabilitation team, and in coordinating the advice given by the different professionals. When the same points in relation to strokes were tackled in the afternoon, the value of the help given by lay volunteers was emphasized by Miss V Eaton Griffith, from the Chest, Heart & Stroke Association's volunteer stroke scheme, with the backing of her film 'The Way Back'. For Tuesday morning the theme was 'Confusion', with a discussion on psychogeriatrics. Differential diagnosis between confusion and dementia, the organic causes of brain failure, and the ethical problems associated with 'human warehousing' were some of the main points made by contributors. In the afternoon, the old and contentious subject of self-referral by patients to accident and emergency departments was presented in a factual way, showing (I) that most patients made their choice in a rational and sensible fashion, and (2) that the variety of patterns of health-care provision made any overall solution
